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Convention a Success 


Much time and effort on the part of many inter- 
ested people went into making the first postwar 
meeting of the Southwestern Medical Association an 
outstanding success. 

Certainly the future of the association as a clinical 
group is assured and therein lies the means of 
promoting and securing the welfare of the medical 
profession throughout the extensive Southwest area. 


It would be impractical to list the names of all 
the committee members who made contributions 
to the success of the convention. All of them worked 
hard and diligently and their efforts have not gone 
unnoticed. 

Thanks go, too, to the eight outstanding speakers 
who gave unstintingly of their information and 
knowledge, as well as to El] Paso newspapers, which 
reported conscientiously and generously the doings 
of the convention. 

Finally, we would especially like to thank those 
firms sponsoring commercial exhibits at the conven- 
tion and without whom the meeting could not have 
been held at all. These firms are listed below: 

Mezzanine Floor Exhibits: General Electrical X-ray 
Corporation, P. O. Box 1850, Dallas 1, Texas; Stan- 
dard Surgical Company, Inc., 710 North 1st Street, 
Phoenix, Arizona; and E. R. Squibb and Sons, 745 
5th Avenue, New York 22, N. Y. 

Scientific Exhibit Area: Mission Pharmacal Com- 
pany, P. O. Box 417, San Antonio 6, Texas; G. W. 
Carnrick Company, P. O. Box 244, Newark 1, N. J.; 
Bilhuber-Knoll Corporatien, Crane Street, Orange, 
N. J.; U. S. Vitamin Corporation, 250 East 43rd 
Street, New York 17, N. Y.; Maico of El Paso, 1001 
Mills Building, El Paso, Texas; Ciba Pharmaceutical 
Products, Inc., Summit, N. J.; Eli Lilly and Company, 
Indianapolis 6, Indiana; Southwestern Surgical Sup- 
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ply Company, 311 Mills Street, El Paso, Texas; Mead 
Johnson and Company, Evansville 21, Indiana; J. B. 
Lippincott Company, East Washington Square, Phila- 
delphia 5, Pa.; Park Bishop Surgical Supply Company, 
413 North Mesa Avenue, P. O. Box 1461, El Paso, 
Texas; Don Baxter, Inc., 1015 Grandview Avenue, 
Glendale 1, Cal.; Lanteen Medical Laboratories, Inc., 
900 North Franklin Street, Chicago 10, IMinois; and 
C. B. Fleet Company, 921-927 Commerce Street, 
Lynchburg, Virginia. 


Who Belongs to the S. W. M. A.? 

Numerous queries concerning eligibility for mem- 
bership in the Southwestern Medical Association 
have been directed to this office subsequent to the 
convention meeting just passed. 

Dr. W. R. Curtis, secretary-treasurer of the associa- 
tion, has clarified the point and your attention also 
is directed to the third paragraph of the report of the 
Committee for the Revision of the Constitution and 
By-Laws, published elsewhere in this issue. 

Membership in the Southwest group is automatic 
with registration and payment of registration fee at 
any given annual convention. Those physicians who 
registered at the October, El Paso meeting are there- 
fore members in good standing for the year 1948- 
1949, or until the next annual convention. South- 
western physicians who did not attend the convention 
will, necessarily, have to wait until the next one at 
which time they can register and thus become bona 
fide members of the association. 


San Antonio To Sponsor Medical Meet 

The International Post-Graduate Medical Assembly 
of Southwest Texas has announced a three-day 
meeting to be held in San Antonio, Texas, January 
25 through January 27. 

Approximately. 15 specialists from all sections of 
the country are scheduled to speak. Each will deliver 
three lectures. 

Registration fee is $20.00. Hotel reservations are 
available through the International Post-Graduate 
Medical Assembly of Southwest Texas, P. O. Box 
2445, San Antonio, Texas. 


New Officers Named at Meeting 

Among items of business covered at the South- 
western Medical Association meeting in El Paso was 
the election and installation of officers for the 
ensuing year. 

New officers are president, Dr. Joseph M. Greer, 
Phoenix; president-elect, Dr. I. J. Marshall, Roswell, 
N. M.; first vice-president, Dr. W. E. Vandevere, 
EI Paso, and second vice-president, Dr. Joseph Bank, 
Phoenix. 

Selection of next year’s convention city was not 
decided during the meeting. This decision rests with 
the association’s executive board which will meet 
early in January to name the city. 


If you are changing or have changed your 
office location, please notify SOUTH- 
WESTERN MEDICINE, 310 N. Stanton, El 
Paso, Texas. We are not always informed of 
changes of address by the Post Office. A rpost- 
card from you will keep our records up to 
date and keep the journal coming to you 
regularly. 
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REPORT ON REVISION OF THE CONSTITUTION AND BY-LAWS 


As Recommended at the 1948 Meeting of the Southwestern Medical Association, 
Held in El Paso, October 29, 1948 


The committee for the revision of the constitution 
and by-laws, Dr. Louis W. Breck, El Paso, chairman, 
reported at the annual business meeting making cer- 
tain recommendations toward revision of the consti- 
tution and by-laws to bring them up to date. 

In view of the changing character of the association 
from a closely knit organization with rigid require- 
ments for membership to a more loosely knit 
organization operated as a clinical conference each 
year, it was felt necessary to change the requirements 
for membership and to abolish the annual dues. 
It was recommended that those portions of the 
constitution relating to these matters be changed. 

A considerable part of the constitution deals with 
the Board of Censors. It was recommended that this 
board be abolished and that membership be auto- 
matic to those attending the annual meeting, the 
only other qualification for membership being that 
the doctor is in good standing in his local county 
medical society and the association of the state in 
which he resides. These changes were recommended 
at the 1948 meeting but will not be effective until the 
1949 meeting as they must be held over one year. 


By-Laws 

The by-laws of the association were revised to 
conform with the present plan of operation of the 
organization. The recommendations made by the 
committee, were read and discussed. Motion was 
made, seconded and passed that all the recommended 
changes be made and the new by-laws are herewith 
published in full. 


Article 1. Duties of Officers 

Sec. 1. The president shall preside at all meetings, 
shall be chairman of the Executive Committee and 
ex-officio member of all standing committees, and 
shall perform all the duties usually incident to that 
office. 

Sec. 2. The president-elect shall serve as a mem- 
ber of the Executive Committee and chairman of the 
Membership Committee. He shall assume the office 
and duties of president at the opening of the general 
business session of the meeting following his election. 

Sec. 3. The two vice-presidents shall serve as 
members of the Executive Committee and shall rep- 
resent the association on the Board of Managers of 
SOUTHWESTERN MEDICINE. In the event of ill- 
ness, death or absence of the president, the first vice- 
president shall serve in his stead. In the event of the 
inability of the first vice-president, the second vice- 
president shall serve. 

Sec. 4. The secretary-treasurer shall keep a correct 
record of all proceedings of the association and of 
the Executive Committee; have charge of all books, 
papers and other documents of the association and 
shall conduct all correspondence, including notices 
to members. He shall collect all money, keeping a 
correct account of same, and shall render at the 
annual meeting a detailed report of all receivts and 
expenditures. At the expiration of his office he 
shall hand over to the Executive Committee or to his 
successor all money and property in his possession 


belonging to the association. He shall be a member 
of the Executive, Membership and Publication Com- 
mittees. 


Article 2. Duties of Committees 


Sec. 1. The Executive Committee shall consist of 
the elected officers and the chairman of the Board 
of Censors. This committee shall be the Board of 
Trustees of the association, and shall perform all 
the duties usually performed by such a board. They 
shall have authority to act for the association 
between annual meetings. In cooperation with the 
Program Committee they shall make all the arrange- 
ments for the annual meeting. They shall serve as 
the finance committee with authority to expend the 
funds of the association. They shall determine the 
dates of the annual meeting and arrange with the 
entertaining society for financing the expenses of 
such meeting. They shall have authority to invite 
voluntary contributions from the members of the 
association for any extraordinary expense which 
seems necessary for the advancement of the associ- 
ation. They shall not have authority to levy compul- 
sory assessments on the members, but may set the 
amount of a registration fee for the annual con- 
ference. 


(To Be Concluded) 
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high potency Only two or three drops of the 0.05 per cent solution of rivine hydrochloride usually 
give prompt and complete relief of nasal congestion and hypersecretion. 


prolonged action The effect of each application of Privine provides 
comfort, thus avoiding the inconvenience of frequent 


bland and non-irritating Privine is prepared in an isotonic aqueous solu 
of 6.2 to 6.3. Artificial differences in osmotic pressure between 
are avoided; stinging and burning are usually absent. 
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generally free of systemic effect. The absence of central nervous stimulation permits 
the use of Privine before retiring without interfering with restful sleep 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


e Privine 0.05 per cent for all prescription purposes; 0.1 per cent strength reserved for office procedures. 


Ciba 


PRIVINE (brand of naphazeline) Trade Mark Reg. U.S. Pst. Off. 


SOUTHWESTERN MEDICINE DECEMBER, 1948 


72 
Aa 
CX 
} \ 
to six hours of nasal 
buffered to a pH 
ution and epithelium 


DECEMBER, 1948 


SOUTHWESTERN MEDICINE 


73 


CURRENT TRENDS IN THE SURGICAL TREATMENT OF LESIONS 
OF THE STOMACH AND DUODENUM 


RoBerT M. ZOLLINGER, M. D. 
Professor of Surgery and Chairman of the Department of Surgery, Ohio State University, Columbus. Ohio 


and 


STANLEY O. Hoerr, M. D. 


Associate Professor of Surgery, Ohio State University, Columbus, Ohio 


Complaints referable to the stomach are among 
the most common encountered by the physician. 
Fortunately, the majority are inconsequential. 
However, the incidence of benign ulceration of the 
stomach or duodenum is relatively high, and the 
morbidity associated with these lesions is a serious 
economic problem. Furthermore, carcinoma of the 
stomach is one of our most common killers. It is no 
wonder that so much effort is being expended in 
these fields to improve treatment. 

DUODENAL ULCER 

Cunha, in discussing peptic ulcer, recently called 
attention to the fact that during the past 50 years 
one finds 14 etiologic theories and concepts as to 
cause, 19 non-pharmaceutical preparations, 89 differ- 
ent pharmaceutical preparations and 46 regimes in 
therapy recommended. To this impressive list could 
be added numerous surgical procedures which have 
been advocated with high hopes. According to many 
articles in medical literature and lay pictorial press 
in recent years, the problem of peptic ulcer has 
been solved by vagotomy. More recently some brave 
souls have ventured to question this optimistic out- 
look. No one can predict the next drug or operation 
which will be enthusiastically reported. This is not 
an unusual situation in medicine when we find 
ourselves treating a chronic disease of unknown 
etiology. Although the etiology of duodenal ulcer is 
unknown, the importance of the acid factor is empha- 
sized from all experimental and clinical evidence. 
Both medical and surgical therapy is directed either 
toward the neutralization of the gastric juice or 
the decrease of its production. 

It is helpful to classify patients with duodenal 
ulcer into three types: mild, moderate and severe. 
Surgery should be reserved for severe cases, the 
medical failures. It has been our experience that 
no more than 10 per cent of all patients with duo- 
denal ulcer develop some complication requiring 
surgery, or prove so intractable that operation is 
sought to control pain. Improvements in medical 
management may well cut this proportion even 
further. Both physicians and surgeons tend to develop 
a routine form of treatment which they apply to 
every patient with ulcer. This is a mistake, because 
a severe case will require more intensive therapy 
than others. The commonest omission is a period of 
absolute rest in bed. The management of stubborn 
cases should include, if at all possible, hospitalization 
and a systematic regimen under supervision for 
several weeks. During this time the patient also can 
be educated as to diet, frequency of medication, 
and the benefits of sufficient rest. Sometimes eco- 
nomic factors will not permit a lengthy period of 
bed rest or hospitalization; under sucia circumstances 
the physician must be guided by his own best judge- 
ment in protecting the overall interests of the 
patient. 


The trend today is against recommending surgery 
for patients with a chronic duodenal ulcer unless 
the patient has already had “adequate” medical 
therapy; adequate therapy is generally interpreted 
as including a period of hospitalization. Prior to 
1930, when this view was not generally adopted, a 
much higher proportion of cases were subjected to 
surgery without a proper trial of conservative 
measures. The long-term follow-up on these cases 
shows that the surgeon was fairly certain to have 
an excellent result in mild and moderate cases, 
irrespective of the operative procedure employed. 
Today we believe that the bulk of these patients 
could have and should have been controlled by a 
good medical regimen. The thoroughness of medical 
care, therefore, should be evaluated by all concerned 
before elective surgery is recommended. 

In selecting the surgical procedure to be per- 
formed for any given patient, the surgeon, like the 
physician, should avoid the pitfall of using a routine. 
He may employ a procedure currently in vogue, or 
one that he learned during his period of training, 
and because of his increasing technical proficiency 
at that particular operation, avoid others—perhaps 
more suitable for the patient—at which he is less 
adept. A slavish devotion to one particular procedure 
will necessarily result in a higher increase of 
failure than is necessary. 

Everyone is familiar with the general indications 
for surgery in peptic ulcer which include (1) free 
perforation; (2) massive hemorrhage; (3) pyloric 
obstruction and (4) intractable pain. Many of these 
complications may be avoided by intensive medical 
therapy. A fifth indication may be the possibility of 
malignancy in a gastric ulcer. 

Free Perforation. There is little new to be said 
concerning the management of the patient with a 
free perforation. Prompt operation is always indi- 
cated in the patient seen within a few hours of the 
perforation, and is usually advisable even if there 
has been some delay. Most surgeons feel that a simple 
closure of the perforation is all that should be done, 
since the mortality in these cases is still high. A 
biopsy may be added if the ulcer is gastric; this 
adds nothing to the risk and may make possible 
an early diagnosis of malignancy. The use of constant 
gastric suction, massive doses of penicillin, frequent 
blood transfusions, and proper use of fluids has 
lowered the mortality. The importance of a strict 
medical regimen for these patients postoperatively 
cannot be overemphasized. The patient unfortunate 
enough to have had a perforated ulcer must be 
classed as a severe case. In our experience, about 
fifty per cent of these patients get into difficulty 
later on unless they are closely supervised by their 
physician. 

Massive Hemorrhage. There is probably more dis- 
agreement in the management of massive hemorrhage 
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than in any other complication of ulcer. There are 
two chief problems: (1) How long is one to wait 
before carrying out surgery? and (2) Is the patient 
bleeding from a certain ulcer, or is the origin of 
the bleeding some other lesion not correctable by 
operation? 

It is extremely difficult to lay down set rules 
which apply to every case. Since the mortality rate 
on conservative management is higher in patients 
over 50 years of age, there has been a tendency 
toward conservatism in younger patients, and toward 
operation within 48 hours of onset in the older age 
group. More recently the emphasis has been placed 
upon the rate of hemorrhage, whether steady, or 
intermittent as shown by recurrent syncope or shock. 

It must be recalled that although peptic ulcer— 
usually in the duodenum—accounts for about 75 per 
cent of all cases of massive upper gastro-intestinal 
hemorrhage, the other 25 per cent bleed from 
esophageal varicies, acute gastritis, gastric neoplasm, 
etc. There is also an undeterminate group which 
may constitute 10 per cent or more of all cases in 
whom the exact source of hemorrhage is never 
determined, even at post-mortem examination. 
Emergency surgery should be resorted to only in 
patients with a proven gastric or duodenal ulcer, or 
gastric neoplasm. 

There is usually no difficulty in diagnosing severe 
hemorrhage. These patients should be hospitalized 
whenever possible. They require blood, and some- 
times as much as 2,000 cc must be given rapidly to 
establish the circulation of an exsanguinated patient 
at safe levels. More frequently small amounts initially 
will suffice. It is a mistake to administer glucose 
and/or saline solutions as an emergency measure; 
such solutions will temporarily support the circula- 
tion, but ultimately result in loss of the more 
important components of the blood through increased 
capillary permeability. Plasma may be used until 
whole blood is available. Demerol or one of the 
barbiturates are useful to allay pain or anxiety. If the 
patient is vomiting, we have not hesitated to employ 


constant gastric suction unless there is good reason | 


to suspect from the history that the hemorrhage 
is coming from esophageal varicosities. If there is 
no vomiting, a bland diet with some type of non- 
absorbable alkali is started at once. It is unwise to 
use ice externally on the epigastrium, since Bisgard 
has shown that this increases gastric motility. 

An important feature of the immediate manage- 
ment is the establishment of a graphic record of the 
pulse rate and blood pressure, to be taken and 
recorded at least every 30 to 60 minutes. The busy 
physician can then see at a glance the state of the 
patient’s condition. He can, if he desires, have the 
nurse notify him at once if the pulse rate exceeds 
a certain level, or the systolic blood pressure drops, 
and order additional blood as indicated. 

In our hospital we have worked out a system 
with the Medical Service, based upon a complete 
evaluation of: the patient’s progress every eight 
hours, day and night, until there is convincing evi- 
dence that bleeding has ceased. A red cell count, 
hemoglobin level and hematocrit are determined 
every eight hours during the twenty-four hour period. 
Blood urea nitrogen and plasma proteins are de- 
termined daily. An accurate record is kept of the 
total fluid intake and out-put. 

The vast majority of patients, especially under 
the age of 50, respond promptly under the regime 
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outlined. Danger signals of persistent bleeding, or 
recurrent massive bleeding, are to be found in 
hematemesis, persistent tarry stools, faintness or 
syncope after temporary improvement, and sudden 
rises in the pulse rate or drops in the blood pressure. 
Progressive hemo-dilution shown by laboratory tests 
may signify continued bleeding or insufficient blood 
replacement. We have established the arbitrary rule 
of giving 500 cc of blood every eight hours, day 
and night, if there is evidence of continuing hemor- 
rhage. This may be continued for several days if 
necessary. If however, it becomes manifest by any 
of the danger signals already noted, that the patient 
continues to require more than this amount of blood, 
we consider performing an emergency operation. 
If a definite lesion of duodenum or stomach has 
not been established by previous studies, we insist 
upon an emergency x-ray in an effort to prove the 
presence of an ulcer. This can be a. safe procedure 
if the roentgenologist is warned to be gentle, and if 
adequate blood is immediately available. If the x-ray 
examination is negative, or shows esophageal 
varices or gastritis, we are inclined to rely entirely 
upon the continued use of whole blood transfusions, 
increasing the frequency and rate if necessary. If 
surgery is decided upon, at least six pints of blood 
should be available. The preferred surgical treatment 
is gastric resection with direct control of the bleed- 
ing point. ‘ 
THE NUTRITIONAL PROBLEM IN ELECTIVE 
OPERATIONS FOR CHRONIC ULCER 


In contrast to the emergency procedures which 
may be necessary in the proper surgical control of 
acute perforation or massive hemorrhage, there is 
almost always sufficient time to improve to an opti- 
mal level the nutritional status of patients who need 
an operation for pyloric obstruction, for repeated 
hemorrhages during an inactive phase, or for 
intractable pain. The mortality in these procedures 
has been substantially lowered as a result of our 
better understanding of this problem. Studley years 
ago showed an increased risk in gastric operations 
upon ‘patients who had lost considerable weight. 
Usually it is a mistake to continue the average ulcer- 
type diet once the decision has been made to resort 
to surgery. Such diets may be low in protein and 
total calories, and it is desirable to increase the 
intake of both protein and calories to a maximum. 
Hypoproteinemia may be responsible for a variety 
of troublesome postoperative complications, including 
edema of the gastric wall and site of the anasta- 
mosis, retarded wound healing, and delayed gastric 
emptying. These patients often suffer as well from 
anemia of various degrées, and vitamin depletion. 

In the unobstructed patient, a special diet high 
in protein, calories, and vitamins, can usually be 
taken by mouth over a sufficient period to insure 
restoration of deficiencies and weight gain. Anemia 
may require repeated blood transfusions. 

The unobstructed patient, or the patient who for 
any reason cannot take sufficient nourishment in a 
regular diet, requires special management. Proteins 
and calories may be supplied largely by a liquid 
diet. It is often desirable to give in addition at least 
two liters of amigen per day in which a glucose con- 
centration of 15 per cent provides additional calories. 
A gram of vitamin C should be given daily. If the 
patient has lost much weight from starvation, and is 
in very poor general condition, we have not hesi- 
tated to perform a high jejunostomy for feeding 
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the patient directly by this means until his general 
nutrition has improved. It is possible to introduce 
about 1500 calories by this route, while the remainder 
is supplied parenterally. Skim milk, or homogenized 
whole milk, in amounts of 1000 to 1500 cc per 24- 
hour period are usually well tolerated. Additional 
protein or carbohydrate may be given to some 
patients, but will be followed by troublesome diarrhea 
in others. ; 

Obstructed patients require special attention to 
the biochemical balance. If there has been vomiting, 
voluntary curtailment of fluid intake, or aspiration 
of gastric juice from the stomach, these fluids with 
their electrolyte content must be replaced. There 
is a normal daily requirement of 5 to 7 grams of 
sodium chloride, and to this must be added the 
amount lost in juices from the stomach, which is 
roughly equivalent to half-strength normal saline. 
If the patient requires intravenous fluids, it is well 
to use a 10 per cent glucose solution in order to 
supply extra calories. 

Pyloric Obstruction: Formerly, it was the practice to 
perform a gastro-enterostomy in these patients, par- 
ticularly in the older age groups. Although it was 
usually effective, failures with marginal ulceration 
at the anastamosis were not infrequent. We now 
realize the importance of considering the acid pro- 
duction of the stomach before deciding upon the 
best operation for any given patient. This may 
be done by determining the amount and acidity 
of the 12-hour nocturnal gastric secretion. If this 
is high in amount and acid, the acid factor must be 
controlled by some means at the time of surgery. 
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The type of surgical procedure employed, there- 
fore, depends upon the age of the patient, his 
general condition, and the amount and acidity of 
the 12-hour nocturnal gastric secretion. In elderly, 
poor risk patients, without evidence of hypersecre- 
tion, a posterior gastro-enterostomy seems the safest 
and most satisfactory procedure. In the middle-age 
groups, we tend to control the acid factor by vagus 
resection, and accompany it with either a pyloro- 
plasty or a posterior gastro-enterostomy. In the 
younger, good risk patients, we prefer a gastric 
resection, provided the stomach is not excessively 
dilated and the gastric wall edematous; if it is, 
vagus resection and pyloroplasty or posterior gastro- 
enterostomy is employed as in the middle-age group. 

Intractable Pain. “Intractable pain,” defined as 
pain which will not respond to medical treatment, 
has long been considered an indication for surgery. 
The criteria employed are extremely variable. The 
trend in recent years has been to insist that medical 
management, including bed rest, should have been 
tried one or more times in the past before operation 
is recommended. However, the occupation or eco- 
nomic status of some patients may not permit 
them to follow a strict medical program. Another 
group would rather eat, smoke and drink as they 
please, despite the pain, and may even suggest 
surgery at a risk they would gladly accept to avoid 
the dietary discipline of strict medical management. 
This is especially true today when the various lay 
magazines hail the merits of vagotomy. As a result, 
patients are in a receptive mood for surgery, and 
perhaps more operations than are justified are carried 
out. Furthermore, there is a temptation to recom- 
mend operation in certain individuals in whom the 
gastric diagnosis is not altogether clear, particu- 
larly psychoneurotics. Any surgical procedure recom- 
mended for this group of patients with intractable 
pain must effectively control the over-production 
of gastric juice of high acid values. 


Gastric Resection. The operation of radical gastric 
resection (including at least 75 per cent of the 
stomach) has proved to be effective in rehabilitating 
the majority of patients who were previously ulcer 


. invalids. Modern methods have gradually reduced 


the mortality rate until one commonly encounters 
series of cases with an operative mortality rate of 
less than 3 per cent. There may be, nevertheless, cer- 
tain undesirable after-effects of radical gastrectomy, 
often more famiilar to the physician who cares for the 
patient in the months after operation than to the 
operating surgeon. A proportion of patients fail 
to regain their preoperative weight, food capacity is 
reduced for a variable period, and some patients may 
exhibit unpleasant reactions to certain foods. The 
term “dumping syndrome” has been used to de- 
scribe some of these undesirable symptoms. They 
commonly occur after a meal rich in cartohydrate, 
and often follow breakfast more frequently than 
other meals. In studying a group of these patients we 
found that they could be benefited by regulation 
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of the carbohydrate intake, by emphasizing the addi- 
tion of fats and protein, and by urging smaller 
and more frequent feedings. 

Although the procedure has earned its place in the 
surgical treatment of ulcer, it is doubtful if the 
mortality figures in small community hospitals 
throughout the country are as satisfactory as the 
ones cited above, and this fact combined with the 
recent enthusiasm for vagus resection has no doubt 
played its part in decreasing the number of resec- 
tions being carried out. 

Vagus Resection. Reduced to its simplest terms, 
the rationale of vagus resection is as follows: (a) pa- 
tients with duodenal ulcer in general have a greater 
output of gastric juice than normal individuals, and 
the acidity of the juice is greater than normal; 
(b) this increased acid secretion plays a fundamental 
role in the production of duodenal ulcer; (c) this 
abnormal increase in both acidity and amount is 
largely a result of cerebral hyperacitivity mediated 
through the vagus nerves; (d) division of the vagus 
nerves abolishes this “cephalic stimulation” of gastric 
secretion, reducing the amount and acidity of the 
secretion in ulcer patients, thus permitting the 
ulcer to heal. 

It has been noted that there is often an immediate, 
striking relief of ulcer pain following vagus resection, 
probably due to the interruption of pain fibers 
carried in these nerves. Other physiological effects 
following vagus resection may be less desirable. 
There are frequently a transient diarrhea and a 
transient esophageal spasm, usually of no clinical 
consequence. Of greater import is a consistent, 
marked decrease in gastric motility, sufficient to 
aggravate any element of obstruction present at the 
site of the ulcer. As pyloroplasty or gastro-enteros- 
tomy has been used more and more as an adjunct 
to vagus resection, the disadvantages of gastric hypo- 
motility and hypotonicity have been largely 
circumvented. 

Vagus resection has been sufficiently utilized in 
the past few years to permit a limited evaluation. 
It is more widely used than any other operation 
today for ulcer with intractable pain. It should never 
be employed as the sole procedure if there is any 
evidence of pyloric obstruction. It is now recognized 
that a definite percentage of even those patients 
without clinical evidence of obstruction will require 
a secondary short-circuiting procedure to overcome 
gastric stasis and pyloric obstruction when the ulcer 
heals. The trend, therefore, is to perform a pyloro- 
plasty or a gastro-enterostomy at the time of vagus 
resection in an increasing number of patients. 

Vagus resection has probably had its best results 
in the treatment of marginal ulcer, following a 
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preceding gastro-enterostomy or gastric resection. 
It offers a good prospect of cure, and a much lower 
mortality rate than the other more complicated 
procedures heretofore advocated. 

There are insufficient long-term follow-ups to 
determine the final effectiveness of vagus resection 
when it is used in a patient whose chief problem is 
recurrent hemorrhage. It is, of course, unsuitable and 
illogical for use in an effort to control an active 
hemorrhage, which must be dealt with—if indicated 
—by direct control of the bleeding; nor in free per- 
foration, which requires prompt closure. Finally, it 
offers nothing for the patient who suffers from a 
gastric neurosis of some type, but has no proved 
organic lesion. The strongest advocates of vagus re- 
section urge extreme caution in using the operation 
for a psychoneurotic individual, even if he has a duo- 
denal ulcer. Vagus resection is contra-indicated in 
gastric ulver, which is best treated by gastric resec- 
tion in view of the danger of malignancy if the ulcer 
has failed to heal on medical management. 

Before recommending a vagus resection, the 
physician should ask himself the following questions: 
(1) Has the patient received adequate medical care? 
The best results following vagus resection are those 
in patients in whom medical management has not 
controlled pain. The more severe the ulcer pain 
preoperatively, the more dramatic the effects of 
vagus resection. (2) Has the patient a recently 
proved duodenal or marginal ulcer? It is an absolute 
prerequisite to operation to prove the presence of 
an ulcer by a recent gastro-intestinal x-ray. The 
physician should not be tempted to recommend oper- 
ye for a patient whose symptoms and response 

medication simulate those of peptic ulcer, but in 
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whom x-ray findings are consistently negative. 
(3) Is the 12-hour night secretion greater than normal 
in volume and acidity? This provides valuable infor- 
mation in the selection ef cases for vagus resection, 
since this is the factor which will be directly affected 
by the operation. It may be necessary to aspirate 
the stomach for a twelve-hour period for several 
nights to determine accurate values. If the patient 
with a proved ulcer maintains a normal night secre- 
tion, the continuation of medical therapy rather than 
surgery must be considered. (4) Lastly, does the 
patient present any evidence of pyloric obstruction? 
The physician should weigh the data available from 
the history, the x-ray studies and gastric aspirations. 
As little as 5 to 10 per cent retention by x-ray may 
assume significance after operation. No doubt the 
subsequent healing of large active ulcers has played 
a significant role in the production of the troublesome 
postoperative complication of gastric retention. If 
there is any possibility of the existence or the devel- 
opment of obstruction, a pyloroplasty, a gastro-enter- 
ostomy, or gastric resection should be performed at 
the time of vagus resection. 

Results of Vagus Resection at University Hos- 
pital. During the last 2% years we have carried out 
vagus resection, either alone or with another gastric 
procedure, in 39 selected cases. Vagus resection alone 
was performed in 4 patients. One of these 4 has 
shown evidence of considerable gastric stasis and 
probably will require a secondary short-circuiting 
procedure. There were 21 patients who had a vagus 
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resection combined, with a posterior gastro-enteros- 
tomy. Although there were a number of troublesome 
complications during the early postoperative period, 
at the present time only one patient is regarded as 
an unsatisfactory result. More recently we have 
tended to use pyloroplasty instead of gastro-enteros- 
tomy, and have carried it out in 8 patients. It has 
been our impression that we have had fewer early 
postoperative complications in this group, and so far 
no case would be classed as an unsatisfactory result. 
Vagus resection was carried out with gastric resection 
in three patients and there was one death two weeks 
after operation from a plasma reaction. We utilized 
the procedure in three patients with marginal ulcer, 
and classed one patient as an unsatisfactory result. 
Although the clinical history and x-ray evidence 
suggested a marginal ulcer following gastric resec- 
tion in this patient, we were unable to confirm a 
marginal ulcer at operation. It would appear that 
the symptoms of this patient were not the result 
of gastric pathology, and it is hardly fair to condemn 
the vagus section for the failure to control his 
distress. 


At the present time our tendency is to combine 
vagus resection with pyloroplasty or gastro-enteros- 
tomy in the middle-age group and poor risk patients. 
Radical gastric resection is employed.in the younger 
good risk patients having evidence of hyper-secretion, 
especially if repeated hemorrhage is the chief indi- 
cation for surgery. 

Vagus resection should not be attempted unless 
the surgeon is competent to obtain the necessary 
exposure and make certain that all vagal fibers have 
been divided. In 100 dissections in our clinic carried 
out at the autopsy table, it was confirmed that one 
or more definite trunks are present in each nerve 
at a distance of 2% cm. adjacent to the diaphragm. 
If one of the smaller trunks is overlooked, the 
procedure is doomed to fail. There is probably greater 
danger of overlooking a second trunk on the posterior 
surface of the esophagus than on the anterior sur- 
face. Completeness of the vagus section can be tested 
by the so-called Hollander test. When fifteen or 
twenty units of insulin are given intravenously and 
the blood sugar level falls below 50 mgms. per cent, 
there is no secretory response of the stomach as 
shown by aspiration if all vagus fibers are divided. It 
is our feeling that this procedure is not without 
danger in older patients, for we have observed one 
patient who developed a cerebral thrombosis on the 
evening of the day this test was carried out. For that 
reason we have discontinued using this test in the 
older age group. In our series patients undergoing 
vagus resection have averaged a 12-hour nocturnal 
gastric secretion of more than 1,000 cc; postopera- 
tively it has returned to nearly normal levels—400 to 
500 cc—evidencing control of the “cephalic” phase 
of secretion. 

It must not be forgotten that the patient subjected 
to operation for a duodenal or marginal ulcer may 
have a second pathological process which may 
result in failure for operations designed to heal the 
ulcer. We have encountered two patients, one with 
duodenal ulcer and one with marginal ulcer following 
a gastro-enterostomy, whose symptoms simulating 
ulcer were so severe that they could not be controlled 
medically. At the time of operation after the vagus 
nerves were resected, ascarcinoma of the body of 
the pancreas was discovered as part of the routine 
abdominal exploration. In both instances, the body 
and tail of the pancreas, along with the spleen were 
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removed at a second operation. This emphasizes the 
importance of thoroughly examining the pancreas at 
the time of operation for ulcer. The true cause of 
the symptoms of these patients might have gone 
undiscovered, and persistent distress regarded as 
failures of the vagus section. These two patients are 
additional justification for the general trend of 
performing vagus resection through the abdomen 
rather than through the chest, permitting inspection 
of the ulcer site and of the upper abdomen gener- 
ally. It is now generally felt that the vagus resection 
can be carried out as completely through the trans- 
abdominal approach, as through the thoracic ap- 
proach which was first advocated. 


GASTRIC ULCER 

While the possibility of carcinoma practically never 
arises in the differential diagnosis of duodenal ulcer, 
it is a permanent consideration in gastric ulcer. This 
fact is responsible for the much higher incidence of 
surgical intervention in gastric ulcer, which may 
be as great as one patient in three. In general, it 
can be stated that ulcerations of the greater curva- 
ture should invariably be considered malignant and 
early resection advised. Likewise, prepyloric ulcer, 
particularly those within one inch of the pylorus, 
are more likely than not to be malignant. Lesions 
in this location should be subjected to early surgery 
rather than prolonged medical treatment. Large 
gastric ulcers in any location, especially if they are 
an inch or more in diameter, must always be viewed 
with suspicion. A trial period of strict medical man- 
agement may be permissible for a small ulceration 
along the lesser curvature, to determine if the lesion 
is benign or malignant. All too frequently, however, 
a malignant ulceration will show a tendency to heal 
and the symptoms subside on strict medical manage- 
ment. The importance, therefore, of repeated exami- 
nations of the stomach at three week intervals cannot 
be overemphasized, lest on early carcinoma of the 
stomach be overlooked. The early surgical removal 
of gastric ulcerations in the danger zones is probably 
one of the best ways to lower the mortality now 
associated with gastric carcinoma. 

There is general agreement that gastric resection 
is the operation of choice for any complication of 
gastric ulcer requiring surgery. Since the danger of 
malignancy is present in every gastric ulceration, 
it is usually advisable to carry out a radical pro- 
cedure in order to remove the adjacent lymphatics 
as well as the omentum, although limited resections 
of benign lesions are attended by good results. 
Vagus resection is contraindicated. 


CARCINOMA OF THE STOMACH 

It is a sad and unfortunate fact that little progress 
has been made in the early liagnesis and curative 
treatment of gastric carcinoma. Although the recent 
advances in surgery have increased the percentage 
of resection lesions, and the extensiveness of such 
resections, the number of five-year survivals is 
discouraging. Even the large medical centers do not 
report more than seven five-year survivals per 100 
people with proven carcinoma of the stomach. Con- 
siderable recent progress has been made by utilizing 
the thoracico-abdominal approach and permitting the 
removal of malignant lesions in the region of the 
fundus and the esophageal-gastric junction. 

It is common today to perform a total resection 
of the stomach which usually includes the spleen 
and may include a portion of the pancreas, liver, 
large bowel, etc. The operative mortality from these 
extensive procedures has steadily decreased. We 
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have one patient leading a perfectly normal life 
ten yezrs after a total gastrectomy for carcinoma of 
the stomach. The segment of jejunum anastamosed 
to the esophagus gradually dilates, permitting the 
patient eventually to enjoy normal eating habits. 
SUMMARY 

The current trends in treatment of lesions of the 
stomach and duodenum have been reviewed. There 
is no one surgical procedure uniformly applicable 
to every patient with a duodenal ulcer which cannot 
be controlled by medical management. Although the 
results from the various surgical procedures are 
improving, they do not as yet justify a less careful 
selection of patients for operation. A high percent- 
age (30%) of gastric ulcers require surgical inter- 
vention because of the danger of malignancy. The 
results in gastric carcinoma are still discouraging, 
although it is anticipated that the improved tech- 
niques of present day surgery will ultimately increase 
the number of 5 year survivals. 


SYLVESTER G. VON ALMEN 


Dr. Sylvester G. Von Almen, 72, El Paso physician 
and surgeon, died November 10 in a local hospital. 

Retired since 1945, Dr. Von Almen opened offices 
in El Paso in 1920 following World War I during 
which he served in the Medical Corps with the rank 
of major. Previously he practiced medicine for 
several years in Clovis, N. M. 
, Dr. Von Almen was born in Peoria, Ill. He 
Specialized in eye, ear, nose and throat practice and 
was for many years physician for the Santa Fe 


(railroad. Dr. Von Almen was a member of the El 


Paso County Medical Society. 
Survivors are a sister and several nieces and 
nephews, all of Peoria, Ill. 
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